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Addendum to
Attachment 3.1-A
Page 13(d).4

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Limitations on Amount, Duration and Scope of Services
Provided to the Categorically Needy

13(d).4 Rehabilitative Services:

Community Mental Health/Behavioral Health Rehabilitation Services

Limited to services provided under the treatment component of EPSDT to
Medicaid/NJ KidCare—Plan A children who have been determined in need of this
service in a setting that is appropriate to the child’'s age and mental, behavioral or
emotional condition.

Limited to services contained in the child’s treatment plan and that are provided in
residential child care facilities, children’s group homes, community psychiatric
residences for youth, or other community based treatment programs licensed or
certified by a State agency.

Community mental health rehabilitation services include any medical, rehabilitative
or remedial services, provided through these programs, that are necessary for
maximum reduction of the mental, behavioral or emotional problem and restoration
of the beneficiary’s best possible functional level. Services include, but are not
limited to, psychiatric and psychological services, psychotherapy, counseling,
behavioral .nodification and management, medication administration and
management, treatment for drug and alcohol dependency or abuse, development
of activities of daily living, and related nursing and mental health services.
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Attachment 4.19-B
Page 24.1c

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Mental Health Rehabilitation Services
Other Programs for Children Licensed/Certified by New Jersey
Governmental Agencies

For programs certified by non-Department of Human Services state governmental
agencies, services for youth/young adults will be reimbursed on a fee-for-service
basis for each day of service based upon the non-Department of Human Services
state governmental agency’s cost of providing services. This cost will include only
Medicaid-allowable costs. Rates will not include the cost of room and board. This
methodology will include time studies that encompass all categories of provider
personnel to determine the portion of time that provider personnel expend in the
performance of Medicaid allowable activities. The resulting percentage will be
applied to the non-Department of Human Services’ state governmental agency’s
cost of providing services to calculate the total Medicaid-allowable costs of each
provider in a base year.

The base-year average per diem cost in the base year will be calculated for each
residential and day treatment provider. The initial payment rate for each type of
provider will be the weighted average per diem cost for that type of provider,
trended to the initial payment period. At the end of years one and two, an inflation
factor will be applied to trend the rates to the current period. Adjustments to the
rate will also be made based upon corrections to base-year costs. Rates will be
re-based every three years.
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